Training
Basic undergraduate training in the field of psychiatry forms part of the MD curriculum. This is in the form of formal lectures as well as clinical placement within the various mental health facilities (University of Malta, 2003) . Opportunities for postgraduate training in psychiatry include clinical placements at the levels of house officer (four posts) and senior house officer (seven posts), under the supervision of the consultant psychiatrists. Formal training in psychiatry leading on to full qualification as a psychiatrist is not provided in Malta and hence doctors must acquire formal training abroad.
The National Agency against Drug and Alcohol Abuse provides basic training in substance misuse for those involved in service provision. It also offers a 'Voluntary Action Training Programme' for leading figures in the community, to facilitate a preventive approach with youths (Bugeja, 2000) .
Membership of the Association of Maltese Specialists in Psychiatry provides the specialist registration of psychiatrists. Following recent developments, all psychiatrists will have recognition and registration of their specialty only if they are approved by the Association. There is no specialist registration for the other disciplines.
Research activities
Mental health research activities are conducted by each consultant on some practical aspect of psychiatric care. The aim of such research is the improvement of psychiatric care and its delivery. Research projects are usually conducted over a 12-month period and are funded in part by the Merit Award Scheme. Other research activities are conducted by undergraduate and postgraduate students at the University of Malta.
Conclusion
Mental health services in Malta are tailored to the sociocultural needs of the population. Provision of care tends to be personalised and holistic, with specialist care being an integral part of general psychiatric care. The national health service and services provided by both non-governmental organisations and the private sector function together, which allows individuals to choose their preferred option of care, and it is easy to switch between each mode of provision. The number of beds available for acute admissions is insufficient for the population, despite the relatively high number of psychiatric beds per 100 000 population. This is likely to be a consequence of the custodial care approach employed and of ineffective community care. Although services have actively been trying to move away from institutionalisation to a more community-based setting, the limited number of fully qualified mental health professionals makes this move difficult. Investment in and upgrading of training and research among all disciplines would provide the basis for a more modern, community-based, multi-disciplinary approach to the delivery of mental health care. while T while T while T while T while Tobago, the sister isle, has an area of 300 obago, the sister isle, has an area of 300 obago, the sister isle, has an area of 300 obago, the sister isle, has an area of 300 obago, the sister isle, has an area of 300 km km km km km 2 2 2 2 2 . The total population is approximately 1.3 . The total population is approximately 1. The per capita gross domestic product (GDP) is US$8948 and total health expenditure represents 5.2% of GDP. Life expectancy at birth is 67.3 years for males and 72.6 years for females; a healthy life expectancy at birth is projected at 58.9 years for males and 62.0 years for females. Adult mortality is 235 per 1000 population for males and 150 per 1000 population for females; the male child mortality rate per 1000 population is 24 and the female rate is 18 per 1000 population (World Health Organization, 2004) . The literacy rate for males is 95.3% and that for females is 91.5% (World Health Organization, 2002) .
Early mental health policies Under British rule, the early treatment policies of the mentally ill in Trinidad paralleled the treatment of the insane in Britain. In 1848, an ordinance was passed to detain the criminally insane at the Royal Gaol. The Belmont Lunatic Asylum was established in 1858. The facility later transferred to the St Ann's Asylum, now renamed the St Ann's Hospital. For the following five decades, policies of treatment were custodial, with the use of malaria therapy for syphilis, insulin coma therapy, bromide mixtures, veronal and sulphonal, transorbital leucotomy, electroconvulsive therapy and immersion therapy in cold water.
The advent of chlorpromazine and the open-door policy of the 1950s heralded a period of aggressive treatment outside the hospital, with an emphasis on decentralisation and deinstitutionalisation as models of care. In that decade, two plans were also submitted: the Julien report of 1957 and the Lewis plan of 1959. In the latter, commissioned by the Ministry of Health, a recommendation was adopted for the creation of psychiatric units at the two general hospitals. In 1962, the Chan report recommended the subdivision of St Ann's Hospital into four autonomous units. However, this proposition received little attention.
The Sectorisation Plan (1975)
The Sectorisation Plan, adopted from the French model, was introduced in Trinidad and Tobago in 1975 . The goals of this programme related to both community and institutional care. Its objectives were:
to provide psychiatric care as near as possible to the patient's own home to upgrade the facilities of St Ann's Hospital, to reduce its size and to rehabilitate and return to the community the majority of its patients to introduce additional sub-specialist services (e.g. child guidance and geriatric services) to develop a system of consultation with the community, to ascertain their needs and their views to consult with community leaders of all sorts in the development of health attitudes and education programmes, aimed at prevention to integrate mental health care with general and public health care as far as possible to devise an effective system to evaluate this programme to provide in-patient psychiatric services for patients (a proportion of beds in each sector would be general hospital beds) to set up out-patient services -wherever possible at district health offices to establish day and night hospitals to develop geriatric services to establish rehabilitation services -halfway houses, sheltered workshops, industrial therapy units to organise preventive services (e.g. early identification and work with special risk groups). The plan divided the country into five sectors, each serving a population of approximately 200 000. Multidisciplinary teams were assigned to each sector and the regional hospitals were used for admissions. It was reported that a wave of excitement and enthusiasm engulfed all those involved, as it was felt to be the dawn of a new era in psychiatry in Trinidad and Tobago (James, 1984) .
In Towards the end of 1976, the initial enthusiasm of the Sectorisation Plan waned, as it became evident that the major objective of the programme, which was the decongestion of St Ann's Hospital and the treatment of patients in the community, was not being achieved. Adequate clinic facilities were lacking and no provision was made for hostels, halfway houses or sheltered workshops (James, 1984) . Since 1975, there have been no major changes in community mental health in the Republic.
The regional health authorities
The Regional Health Authorities (RHA) Act No. 5 of 1994 led to the establishment of five health regions. This new policy proposed the realignment of the sectors to the RHA boundaries and a shift towards primary care. The RHA Act legislated for the decentralisation of all health services and the five regions were empowered to develop their own psychiatric services. This generated some concern, since the only mental hospital in the The plan divided the country into five sectors, each serving a population of approximately 200 000. Multidisciplinary teams were assigned to each sector and the regional hospitals were used for admissions. It was reported that a wave of excitement and enthusiasm engulfed all those involved, as it was felt to be the dawn of a new era in psychiatry in Trinidad and Tobago. country was situated in the North West Region and there was some ambiguity surrounding the allocation of human resources and infrastructure.
In 2000, the RHA Act was amended. The five regions were reduced to four, the Central Region being incorporated into the North West Regional Health Authority (NWRHA). The system is still in transition, as there are now two parallel administrative bodies, the Ministry of Health and the RHAs. In 2000, the psychiatric unit at the Port of Spain General Hospital was closed by the NWRHA and in 2003 the Ministry of Health aligned part of the Central Region to the South West Region.
A new mental health plan (2000)
Against the background of persisting problems with the mental health programme, the Trinidad and Tobago National Mental Health Policy and Plan was formulated by the Ministry of Health and the Pan American Health Organization (PAHO) in 1995 and approved by Cabinet in 2000. The two main goals of this programme were to encourage the development of the highest level of mental health and to promote an adequate level of individualised care for those who have a mental disorder (Ministry of Health, 2000) . The objectives of this new plan closely followed those of the Sectorisation Plan of 1975 and are as follows:
to educate the population regarding mental health and to promote healthy lifestyles to reverse negative perceptions about mental disorders to reduce the incidence of certain kinds of illnesses and disabilities to reduce mortality associated with certain kinds of mental disorder to provide adequate primary, secondary and tertiary care for persons with mental health problems, although with an emphasis on primary care to integrate mental health with general health services as far as possible to develop linkages with other governmental, nongovernmental and consumer organisations to undertake evaluation, research and training for improvement of the mental health services. The delivery of the mental health services will now be the responsibility of the RHAs, while the Ministry of Health will be involved in the formulation and evaluation of policies. The RHAs have also established a National Mental Health Commission (NMHC) and a Regional Mental Health Committee (RMHC) in every sector for the implementation of the National Mental Health Policy and Plan. These coordinating committees are expected to formulate and implement specific plans of action in mental health. The most important function of the NMHC includes the evaluation of the effectiveness and quality of services.
The following changes in the present system are proposed: St Ann's Hospital is to see a phased reduction in bed numbers, from 1026 to 600 the Eric Williams Medical Complex will provide inpatient child psychiatry care four extended care centres will provide 30 beds -10 for psychogeriatrics and 20 for rehabilitation San Fernando General Hospital will provide 30 beds for acute psychiatric care residential units of 125 beds will provide care for patients with low levels of dependency non-residential day care units and sheltered workshops will be established a 25-bed psychiatric unit will be reopened at the Port of Spain General Hospital. Human resources are said to be the single most important component of the National Mental Health Policy and Plan. Multi-professional teams will provide services at primary, secondary and tertiary levels. The Plan proposes to have, in each region, at least one health facility that provides child guidance services, psychology services and occupational therapy. In addition, drug dependency services are provided at Caura and St Ann's Hospital.
Training
In 1987 a 4-year programme of the DM Psychiatry was introduced at the University of the West Indies. To date, approximately 20 psychiatrists have graduated. Continuing medical education (CME) is ongoing and there is a proposal to make it mandatory.
Personnel
In 2001, there were 187 nursing aides and 1383 nursing assistants (Central Statistical Office, 2001) . There are at present 7.92 psychiatric beds per 10 000 population in the only mental hospital and 0.24 psychiatric beds per 10 000 population in general hospitals. There are 22 trained psychiatrists, 6 psychiatrists in training and 23 psychiatric social workers.
Conclusion
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The global mental health burden
Training in and understanding of health issues from a global perspective is particularly relevant in the area of mental health. As the global burden of communicable diseases has decreased, mental illness has become one of the most common types of disabling disease worldwide (World Health Organization, 2001) . Mental disorders are now estimated to account for 12.3% of the global burden of disease and this is predicted to reach 15% by 2020 (Desjarlais et al, 1995; World Health Organization, 2001) .
Advances in the understanding of biological, social and epidemiological determinants of mental disorders, the development of effective treatments and service delivery models, and the implementation of mental health legislation and policy protecting the rights of people with a mental illness in the developed world have not to date been translated into applications which can be used by the majority of the world's population. In low-and middle-income countries (LMIC) there continues to be a dearth of effective mental health services, insufficient dedicated resources and an absence of effective mental health legislation for, as well as stigmatisation, discrimination and human rights abuses of, people with mental illness (Desjarlais et al, 1995) .
Over the past decade, international agencies, including the World Health Organization and the World Bank, have increasingly recognised the need to make global mental health an international priority. The focus of the 2001 World Health Day celebration and the 2001 World Health Report on global mental health is an example of the commitment to highlight the global significance of mental disorders and to promote mental health reform worldwide (World Health Organization, 2001) .
A Canadian initiative
Canadian health training institutions have not kept pace with the increasing activities pertaining to global mental health. For example, in terms of physician training, there is currently no developed curriculum specifically focused on international mental health in Canadian postgraduate psychiatry training programmes. The growth of cultural diversity within the Canadian population has precipitated the development of a cultural psychiatry curriculum, which psychiatry residency training programmes across the Training in and understanding of health issues from a global perspective is particularly relevant in the area of mental health. As the global burden of communicable diseases has decreased, mental illness has become one of the most common types of disabling disease worldwide.
